PICK (1898) described as apperceptive blindness the inability to see resulting from loss of visual attention. He observed that symptom in cases of circumscribed atrophy of the occipital lobes. According to Pick the loss of visual attention resulted in an inability to focus and in a loss of visual apperception, i.e. of the capacity for conscious perception of visual stimuli. Potzl (1928) who studied the symptom in the same kind of case material expressed the opinion that apperceptive blindness belonged to the visual agnosias, the basic disorder being an inability to synthesize visual impressions. Observations made by Horn and Stengel (1930) in a case of Pick's disease corroborated Potzl's view. The literature does not contain further reports on that symptom which obviously occurs only under a specific set of conditions of which little is known. We have observed a patient who to our knowledge is the first reported case of apperceptive blindness in general paralysis; it allows us to carry the analysis of that symptom further than has been possible hitherto.
Mrs. C. M. aged 27 admitted 16/2/42. Five weeks prior to admission she had been delivered of a living child. After delivery she was delirious for three days and during the following weeks she was strange and noisy. On admission she gave the following history of herself. When she was five her mother died. The father, an alcoholic, committed suicide in 1930. The patient did well at school. For three years she was cared for in an orphanage which she left at the age of 15. The only facts that could be obtained about the following years were that she lost two domestic posts through pilfering and was treated for syphilis. She married at twenty. The husband is healthy. The patient has had four healthy children and one still-birth. During each pregnancy she received anti-syphilitic treatment but was a chronic defaulter.
Condition on admission.-Patient was over-talkative and emotionally unstable. Questions were answered promptly, sometimes in a rambling manner. She made grammatical mistakes, especially in the use of pronouns; she would use " she " instead of " he,",," I " instead of 15/3/42. The behaviour of the patient was satisfactory and she was allowed to go out unaccompanied. 2/4/42. Status epilepticus lasting for one-and-a-half hours controlled by intravenous phenobarbitone sodium injection. 4/4/42. The patient, who had been drowsy since the status epilepticus was slightly confused and when asked to name objects she repeatedly said she could not see. She obviously did not focus. She could. however, on several occasions name objects correctly without the help of touch or sound, thus proving that she was not blind; on superficial observation she sometimes gave that impression as she often knocked into objects. In her speech she showed a severe degree of perseveration. 12/4/42. Delirious with visual hallucinations. Saw her husband and children outside and talked and waved to them; occasionally she seemed to hear their voices. Did not recognize anybody in the ward. Did not fix her eyes when requested to look at objects. Repeatedly asserted that she could not see or that she could not see well. 13/5/42. Now recognizes doctor and nurses. Expressing vague paranoid ideas. 20/5/42. Produced visual hallucinations and was inclined to confabulate. Holding her bedspread as newspaper she read: " Tonight I will be killed with an injection. I'll be ending my life on the scaffold." 24/6/42. At times distressed and delirious. She still asserted she could not see and at the same time expressed visual hallucinations in which she saw her children and talked to them. 29/7/42. The delirious condition had subsided and the patient was more co-operative. She could not for any length of time focus her attention on a task. In conversation it often was impossible to overcome the severe perseveration. Frequent response to any question she found difficult to answer was the utterance " I'm stumped." She would only very rarely say " I don't 83 know." Often she talked away in a confabulatory manner. When shown objects she focussed only occasionally and then would give the correct answer, sometimes requesting to be allowed to touch the object, but as a rule she did not focus and responded with the stereotyped answers: " I cannot see " or sometimes " I cannot see well." The extreme lack of attention to visual stimuli was also shown by the fact that the blink reflexes were often missing on both sides. Another response consisted in naming some object which happened to be in her visual field, usually connected with the body of the examiner, instead of the object shown to her. It appeared that the patient, instead of focussing on the object presented picked out some part of the background. On other occasions she named details of an object but was unable to comprehend the whole. Her behaviour and her utterances gave rise to the impression that the visible world presented a chaotic picture to her. She tired easily and then the perseveration and the alleged inability to see became more marked. Right and left were often mixed up and when asked to name her own or the examiner's fingers she usually said she could not see, or used some other stereotyped excuse.
Her speech was slow and somewhat drawling. There was no dysarthria and she was very talkative especially when spoken to. Once one could attract her attention she understood spoken language well. She occasionally produced wrong words as the result of perseveration. It was difficult to make her read and write. She usually said she could not see and made no effort to comply with requests to read or to write. Occasionally she wrote numbers correctly but it was never possible to make her calculate. Her writing was disturbed. She did not stick to the line. Asked to write her name she wrote " M ", then stopped and wrote " rs " in the line above. Then she proceeded to write the name (Murphy), writing " M " with an extra loop followed by "ur" then another " r " higher on the paper covered by a large and distorted loop of an incomplete " p." Asked to write " hospital " she wrote " hosperl " and "hospeel." Other specimens showed a similar inability to keep to the line and the tendency to distort words by perseveration and omission. When given print to read she occasionally read a few words correctly, never a full sentence; usually she pushed the paper aside saying she could not see. When The most interesting feature of this case was the symptom of apperceptive blindness. In trying to analyse that symptom it is necessary to consider the whole of the patient's mental condition. There was, apart from the dementia, a severe thought disorder of a type which often follows frequent major epileptic attacks or head injuries (Symonds, 1937 , A. Paterson, 1942 . Retardation of all mental activities with perseveration was an expression of that thought disorder. It is significant that apperceptive blindness appeared after the first status epilepticus. There were in addition symptoms of a visual agnosia. In attempting to comprehend the outer world visually the patient either failed completely or sometimes set about that task in a piecemeal way, picking out details and thus trying to synthesize the visual impressions. Certain responses could be best described as the result of an inability to separate "figure" and " background" (Gelb and Goldstein, 1918) . Another feature of the patient's performance was that occasionally she would recognize and name an object correctly in its natural setting whereas she would fail to do so when the object appeared in the " artificial " situation of the examination. Her behaviour was in accordance with that described by Gelb and Goldstein (1918) in their case of visual agnosia. However, it is clear that our case cannot be regarded as proof of the correctness or falsity of the Gestalt theory of pure visual agnosia. The experience of not being able to see appears to be the result of the general disorder of mental activity, as expressed by thought disorder, lack of attention and inability to focus, interacting with a visual agnosia. Those disorders apparently resulted in the visual impression of a chaotic outer world, which, as it were, blinded the patient; she could not but describe that experience as an inability to see. It is noteworthy that the patient never described herself as blind. There There are some other observations suggesting that the adjustment of the individual to changes in the visual aspect of the outer world is sometimes particularly difficult, especially when those changes arise fairly suddenly and when in addition to a disorder of the visual functions there exists a gross general mental disorder. Then the mechanism of denial sometimes intervenes resulting in such symptoms as the unawareness of cortical blindness (Anton, 1899) . That symptom which is usually associated with visual hallucinations of a confabulatory character, though apparently the opposite of apperceptive blindness, is psychopathologically akin to it; the mechanism underlying both symptoms is that of a denial of a complete change of the visual aspect of the outer world. In this connection it is of interest that our patient had for a time visual hallucinations of exactly the same type as occur in Anton's symptom. Those hallucinations can be understood in our case as another attempt at a denial of the chaotic condition in which the outer world presented itself. In both apperceptive blindness and Anton's symptom an awareness of the disability occasionally breaks through. In the analysis of Anton's symptom, which is an instance of anosognosia (Babinski, 1914) , the relationship to the hysterical phenomena was noted and the mechanism of denial of organically produced defects was described as " organic repression." Another instance of anosognosia affecting the visual apparatus is the symptom of imperception for the position of the eyelids recently described in this journal (Rubinstein, 1941) . All those observations show how much the reactions of the individual in brain disease have in common with those in psychoneuroses. This similarity suggests that both groups of mechanisms follow common biological laws.
Conclusions
A case of Lissauer's dementia paralytica with apperceptive blindness has been described. The pathological examination revealed the typical changes of general paralysis which were more marked in the posterior parts of the cortex and reached their maximum in the parastriatal areas.
The symptom of apperceptive blindness which hitherto has been observed only in cases of Pick's disease with occipital involvement has been analysed. Apperceptive blindness has been described as a reaction to a chaotic visual impression of the outer world as it presents itself to patients with a severe general mental disorder interacting with a visual agnosia. The main features of the mental disorder were an organic dementia and a thought disorder of the type seen in chronic epilepsy with frequent fits. It has been shown that the psychological mechanism underlying apperceptive blindness is that of denial and it has been pointed out that apperceptive blindness is genetically akin to the symptom of unawareness of cerebral blindness and other instances of anosognosia. The relationship of that group of reactions in brain diseases to psycho-neurotic symptoms has been discussed.
